There is no funding resource for this manuscript.
All authors have no conflict of interest on this manuscript.
All authors have access to the data and a role in writing the manuscript.
Keywords: Gallstone ileus, ectopic gallstone, cholecystectomy, enterolithotomy
PRESENTATION
Infrequently, a gallstone can travel into the small intestine and lodge there, causing bowel blockage.
This was the case for a 70-year-old man who was referred to us with abdominal pain, persistent nausea, and vomiting. He also reported dyspepsia of 3 months duration. His medical history included hypertension, chronic ischemic heart disease, and type 2 diabetes mellitus.
ASSESSMENT
On admission, the patient was mildly tachycardic and tachypneic. Physical examination revealed abdominal distension and hypoactive bowel sounds. A digital rectal examination identified soft stool, indicating that the patient was not constipated. He had no electrocardiographic abnormalities.
Laboratory tests, including a normal lactate level, were unrevealing. After adequate resuscitation 17-932MearelliCHS, Page 2 of 8 with crystalloid solutions, a nasogastric tube was placed, and 1 liter of digested food was drained from the patient's stomach.
Abdominal distention and hypoactive bowel signs pointed to possible bowel blockage. Plain radiographs were unrevealing, and gas obscured ultrasound images of the biliary system. As a result, contrast-enhanced abdominal computed tomography (CT) was performed to characterize the site and etiology of obstruction. Imaging demonstrated a calculus in the duodenum, a fistula between a diminished gall bladder and dilated duodenum, and decompression of the jejunum (Figure 1 ).
DIAGNOSIS
Our patient had gallstone ileus, a diagnosis supported by imaging results. Only 2 findings corresponded with components of Rigler's triad: presence of an ectopic gallstone and small bowel obstruction. 1 The third, pneumobilia, or air in the biliary tree, was not documented on the images.
Usually, identification of gallstone ileus is delayed, since at least half of patients do not have indicative laboratory abnormalities or a history that suggests biliary disease. [2] [3] In addition, the obstructing stone is frequently radiolucent on plain films, thus complicating the differential diagnosis. 
